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Objective: To explore with UK and international policy advisors how research evidence influences public
health policy making, and how its relevance and utility could be improved, with specific reference to the
evidence on the production and reduction of health inequalities.
Design, setting, and participants: Qualitative residential workshop involving senior policy advisors with a
substantive role in policy development across a range of sectors (mainly public health, but also including
education, social welfare, and health services). In four in depth sessions, facilitated by the authors, focused
questions were presented to participants. Their responses were then analysed thematically to identify key
themes, relating to the availability and utility of existing evidence on health inequalities.
Main results: The lack of an equity dimension in much aetiological and evaluative research was
highlighted by participants. Much public health research was also felt to have weak underlying theoretical
underpinnings. As well as evaluations of the effectiveness and cost-effectiveness of policy and other
interventions, they identified a need for predictive research, and for methodological research to further
develop methods for assessing the impact on health of clusters of interventions.
Conclusions: This study reinforces the view that there is a lack of information on the effectiveness and cost-
effectiveness of policies, and it uncovered additional gaps in the health inequalities evidence base. A
companion paper discusses researchers’ views of how the production of more relevant public health
evidence can be stimulated.

T
he part that evidence should play in informing public
health policy and in reducing health inequalities has
been a topic of recent debate among researchers and

policymakers.1–4 Some commentators however have argued
that while researchers would like their research to influence
policy, in practice this often does not happen because they
take little account of the needs of policymakers and of the
reality of the policy process. Moreover, researchers have
been castigated for their political naivety, for lacking under-
standing of how policy is made, and for having unrealis-
tic expectations about what research can achieve.3 5 A
particular problem, it is suggested, may be caused by their
over-reliance on simplistic, linear models of decision making,
though such models rarely apply even where the policy
questions are ostensibly fairly clear, such as in health
technology assessment.3 5–7

All this suggests that strengthening the bridge between
research and policy is an urgent priority if evidence based
policy is to become the norm, rather than the exception.
Although improving the accessibility of primary and second-
ary research evidence will help achieve this aim,2 we also
require a clearer understanding of how current public health
evidence is viewed by users; if the evidence currently
available is not valued by decision makers, then evidence
based policy will be no more than an aspiration. Similarly,
we need a clearer understanding of how the production of
relevant evidence on health inequalities and their reduction
may be fostered, if the well reported gaps in this evidence
base are to be filled.
We sought to advance this understanding by seeking

views and advice from senior members of the UK policy and
research community, at two separate workshops. This first
paper presents a summary and analysis of the discussions
held at the workshop attended by policymakers. The work-
shop itself presented a forum for this group to reflect on how
evidence influences public health policy making, and on how

its relevance and utility could be improved, with specific
reference to the research evidence on the production and
reduction of health inequalities. A companion paper presents
the researchers’ perspectives on what types of evidence have
had an impact on policy.8 This study was carried out as part of
the ‘‘Evidence Network’’, a project funded by the UK’s
Economic and Social Research Council to improve the social
science evidence base for public policy.9

METHODS
A residential workshop was held at a secluded conference
centre in Scotland in April 2002, at which seven participants
with a senior role in policy development across a range of
sectors (mainly public health, but also including education,
social welfare, and health services) attended for two days to
discuss the research into policy process, and how researchers
can improve it (box 1).
All the UK participants were senior civil servants, and were

purposively selected as being recipients and users of research
evidence concerned with public health and specifically
health inequalities, with a role in interpreting this evidence
for ministers and other senior civil policy advisers. Two
participants were from overseas (one from the United States
and one from mainland Europe), selected to give an inter-
national perspective, and were again advisors to national
governments. The meeting was chaired at various points
during the day by each of the authors in turn, who played a
neutral part—facilitating the discussion (for example, by
questioning the speakers where appropriate to draw out or
help develop the main points of the argument) but without
participating directly in the debate. As comparatively few
people work in this field, most of the participants and authors
knew one another. Chatham House rules applied, that is,
anonymity was assured and participants were free to speak
knowing that any comments they made would not be
attributed to them either by name or in any way that could
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be traced back to them. The participants did not permit their
discussions to be tape recorded as they felt strongly their
dialogue would be freer and more honest if it was not
recorded. The dialogue was therefore transcribed indepen-
dently by hand by three researchers, who then compared
notes to produce a single agreed transcript. Two authors
coded the transcript, with input from the other authors, and
from this identified the main themes. These were discussed
with the other authors to achieve agreement. Four focused
sessions were conducted at which the authors took turns at
chairing and facilitating, but did not interpose their own
views. The results that are presented in this paper represent a
summary of the discussions, and a description of the main
themes that emerged, based on a detailed coding and analysis
of the transcript.

RESULTS
After coding, the issues raised were grouped into three broad
themes, as follows.

1 How evidence informs policy: influences on the use
of evidence in policy process
The participants began by identifying some of the key
structural, organisational, and political influences on the
use of evidence on health inequalities. Three key influences
were identified. Firstly, local compared with national needs
for evidence were different, and so evidence at a local, micro
level was often required in addition to evidence that provided
a national picture. Secondly, they felt that the mechanisms
and structures within which policymakers work also needed
to be understood by researchers—for example, how organisa-
tions actually worked, and particularly the timescales they
worked to. Finally, political influences on the use of evi-
dence were alluded to, for example where public opinion
(as compared with scientific research) could influence the
adoption of particular policies or targets that need to be
achieved.

Understanding day to day constraints
In general, this group felt that the structures and constraints
within which policymakers work needed to be better under-
stood by researchers. The need for action also meant that
policymakers were used to making decisions without
evidence, because action was often needed whether ‘‘strong’’
evidence was there or not. In these circumstances, research
‘‘quality’’ was often less crucial to policymakers who needed
to make short term decisions than it was to researchers,
although sound methodology was felt to be important on
a longer time scale. Quality may also be outweighed by
more pragmatic considerations—such as cost (box 2). Policy-
makers also noted that research findings were frequently
used for purposes other than those intended by the
researcher; for example to reinforce policies that had already
been decided (referred to by one participant as ‘‘fig leaf’’
evidence).

The value of ‘‘a good story’’
Specific techniques for getting research into policy were
discussed. The timing of presentation of evidence was felt to
be particularly important; while there is often a ‘‘window of
opportunity’’ within which evidence could have an impact, it
is rarely open for long. To maximise their impact on the
policy process, researchers therefore needed to find out what
a government department was planning to do, align the
evidence accordingly, and communicate it clearly. The format
in which evidence was presented was clearly important too;
several participants pointed out the value of a ‘‘good story,’’
and in the words of a UK policy advisor:

‘‘[What is important is] How convincingly the evidence is
presented, and how interesting you make it. The face
validity of a ‘good story’ is an example of how
presentation style can influence politics…what ministers
call ‘evidence’ is what they get from their constituents at
their Saturday surgery’’.

In response, others noted that, although true, this is
antithetical to the idea of evidence based policymaking.
However, as one UK participant pointed out, it is not a case of
‘‘either/or’’: ‘‘Stories themselves can be used in a credible way along
with the evidence’’.
While there was some agreement that the presentation

of evidence is important, one of the most convincing types
of evidence was felt to be evidence on the costs of action,
or inaction: one case study (cited by an international
participant) referred to tobacco control policies. Here the
best argument for getting governments to listen was not
necessarily the direct health impacts of smoking, but the
financial impacts of reducing consumption, because the
reduction of smoking in population could save billions in
health service expenditure on related illnesses: ‘‘What makes
evidence talk?… Answer: money!’’ (box 2).

The ‘‘indirect insinuation’’ of evidence into policy
It would be a mistake however to assume that research is
only heeded when purposive dissemination takes place at the
right time, and in the right format. The process can of course
be more ad hoc, and the insinuation of evidence into policy
can also be done indirectly. One participant cited as an
example the role that a research paper on excess winter
deaths in Scotland played in influencing the Scottish
Executive’s Healthy Homes Initiative. One of the aims of
this policy was to provide central heating to all properties in
the social rented sector, and to private sector properties
where the head of household or spouse was aged over 60. The
study reported that a 1 C̊ decrease in mean temperature was
followed by a 1% increase in deaths one week later, and the
authors suggested that this resulted from the population

Box 1 Main questions for discussants at the
focused workshop

1. What sort of evidence do you/ministers/senior collea-
gues find convincing?

2. How can existing evidence be improved?
3. How can researchers help users of evidence?

Box 2 Pragmatic considerations in policy making

N ‘‘Doing nothing is not an option’’

N ‘‘A politically relevant study can be more marketable
than a high quality study’’.

N ‘‘Researchers are preoccupied with controlling for
bias, but the customers aren’t interested in the
details…they just want to know what works’’.

N ‘‘What makes evidence talk? Definitely financial
impact. Talk of evidence in policy circles is very ‘‘high
concept’’. What is the best argument for getting
government to listen? Answer, Money!’’
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being unable to protect themselves adequately from the
effects of cold.10 In his own words, the policy advisor
‘‘stumbled across’’ the article and used it to ‘‘plant a seed’’
in the minds of his colleagues. Later, when the Warm Homes
Initiative was launched, the announcement listed ‘‘health’’ as
one of the prime motivating factors behind the policy. For
this policy advisor, there were two important lessons: firstly,
that explicitly citing ‘‘health improvement’’ as a possible
outcome can be successful in moving policies up the political
priority list; and secondly that an indirect approach can be a
more potent way of getting evidence to affect policy than
simply trying to dictate action to policymakers.

2 Policymakers’ perceptions of current evidence
The expert group went on to discuss what policy advisors
need in terms of evidence in the field of health inequalities—
and what they currently receive. They drew attention to the
prevalence of ‘‘policy free evidence’’—research that does not
answer clear, or policy relevant questions (box 3), and
discussed how researchers’ lack of knowledge (‘‘researcher
naivety’’) of the policy environment militates against knowl-
edge transfer between science and policy.

Plausible causal pathways: the need for research
They identified a particular problem with the type of evidence
they receive: much of the available evidence on health
inequalities was from far down the causal chain, and was
often concerned with health behaviours and clinical issues,
rather than broader social determinants of health. Moreover,
this research was often explanatory, rather than evaluative,
and often had little to say about inequalities, as it commonly
reported on average rather than distributional effects.
Information on the cost effectiveness of interventions to
inform the selection of appropriate strategies was also largely
absent. Aetiological and evaluative research therefore often
lacked both policy relevance and an equity dimension. In
addition, much research was felt to have weak underlying
theoretical underpinnings, for example, plausible causal
pathways were rarely considered in detail. Consequently,
the results of researchers’ analyses could be impossible to
interpret in terms of what is known about the ways in which
health and illness are generated.

3 Looking forward: How can the policy relevance of
research on health inequalities be improved?
The expert group was then asked how researchers could go
about assembling the evidence that policy makers need, and
where the main gaps in the evidence base lay. Participants
specifically identified a need for evaluations of the effective-
ness and cost-effectiveness of policy and other interventions
to reduce health inequalities. Predictive research was also
seen as important (for example modelling the effects of
globalisation, and simple predictive models to help identify
‘‘best buys’’). Our expert group also identified a need for
methodological research to further develop methods for
assessing the impact on health of clusters of interventions

(‘‘policy clustering’’), perhaps taking the form of ‘‘systems
analysis’’ for public health—that is, an analysis of the
entire ‘‘policy system’’, including analysis of interactions
between policies and their outputs, and their contribution
to the production of health.11 Several also saw a definite
need for more work to help with identifying relevant key
indicators of progress toward health inequalities targets.

The ‘‘mixed economy’’ of evidence
The concluding discussion focused on whether it was possible
and useful to achieve a consensus on the key criteria for
assessing effectiveness in public health (box 4). There was
much doubt among the group about the value of a ‘‘hierarchy
of evidence’’ in public health as used in evidence based
health care. They noted again the problem with ‘‘high
concept’’ notions of evidence preferred by academics, and
pointed out that in policy circles a ‘‘mixed economy’’ of
evidence actually prevailed, in which different types of
experimental and non-experimental evidence are brought to
bear on policy questions. It was felt that researchers therefore
need to help policymakers with managing this mixed
economy; for example, to help deal with many small pieces
of evidence, of variable quality, (and with many gaps), but all
pointing in the same direction. It was suggested that public
health researchers could perhaps learn from economists with
respect to interpreting and drawing firm conclusions from
mixed evidence of variable quality.

DISCUSSION
Research into the role of evidence in public policy has a long
history.3 12 13 However, the interest among policymakers in
making public health policy more explicitly evidence based
has led to recent debate about the extent to which this can be
achieved in practice, and about what ‘‘evidence based policy’’
means to policy makers and researchers. This is an area that
has received much less attention, and this focused workshop
gave public health policymakers the opportunity to articulate
their views on, and experiences of, evidence based policy,
with specific consideration of the evidence around the reduc-
tion of health inequalities. These experiences add weight to
the argument that policy has simply outstripped both basic
social science and monitoring frameworks.14

They also map quite closely onto a model of the policy
process that emphasises enlightenment rather than rational,
linear processes.15 This is perhaps not surprising as there is
now considerable evidence that rational, linear models of
decision making are probably the exception rather than the
norm. Over the past 25 years Weiss has highlighted how the
impact of research evidence is often diffuse, and more recent
commentators can still point to the lack of empirical evidence
that interventions based on simple linear models are
effective.15 16 On the positive side, there is at least evidence
that multifaceted and organisationally focused approaches
may be effective17; perhaps offering support for the partici-
pants’ view that researchers need to understand better the

Box 3 Understanding the policy context

N ‘‘Researchers who want influence have to understand
the game: how its played, who to approach, and how
the political apparatus is structured’’

N ‘‘Policy free’’ evidence is common: many researchers
do not see it as their responsibility to think through the
policy implications of their work—they need to move
beyond preaching to other researchers’’

Box 4 Criteria for assessing effectiveness

N ‘‘Give up gold standards! We need methods appro-
priate to the problem, appropriate to the resources,
and appropriate to the public health context’’.

N ‘‘Rather than admitting to politicians that the studies
are ‘‘poor,’’ we have to say that we have accumulated
clear and consistent evidence within limits that points to
certain definite impacts’’

The reality according to policymakers 813

www.jech.com

http://jech.bmj.com


structural constraints under which policy is produced if their
research is to find its target.
However, the expert group identified additional issues that

extended and deepened our understanding of the policy
process. For example, while methodological soundness and a
degree of uncertainty about research findings are at the core
of most research, these issues can simply cloud the message
for policymakers. Specific gaps were also uncovered, in
particular the need for information on the distributional
effects of interventions, and on cost effectiveness. This view
that there is a significant imbalance in the evidence base—
with little evidence from studies of effectiveness, as com-
pared with descriptive studies—has been supported more
recently in the UK by the Wanless Report, which aimed to
make recommendations on the means of improving public
health and tackling health inequalities. Wanless reported
that ‘‘…there is generally little evidence about the cost-effectiveness of
public health and preventative policies or their practical implementa-
tion,’’18 reflecting the findings of an earlier extensive review of
the evidence base.19

The impact of this ‘‘inverse evidence’’ law is described
elsewhere by Nutbeam; it means that there is considerable
evidence about risk factor modification, but relatively little
about some of the wider social economic and environmental
determinants of health, so that with respect to health
inequalities we too often have the right answers to the
wrong questions.20 Crucially, the more general problem of
‘‘lack of evidence’’ may extend beyond issues of effectiveness:
participants also pointed to a need for stronger theoretical
underpinnings for existing quantitative research and for
methodological work on policy evaluation, to take account of
plausible causal pathways to ill health.
It should be noted however that even if such evidence were

available, it would not necessarily be acceptable to policy-
makers. It has been suggested that this may be particularly
the case with evidence on health inequalities. For example,
the issue of health inequalities was well aligned with the
political aims of the newly elected Labour government in
1997, though not with those of the previous administration20

(although there was also an extensive programme of research
on health inequalities in the UK before Labour took power).21

What messages can policymakers give to
researchers?
As well as providing a view of the evidence base on
inequalities from a policy perspective, the themes identified
by this group provide messages for researchers on how to
increase the impact of their research on policymakers. They
highlighted the importance of simplicity, with a particular
need to keep research messages simple and unclouded by
jargon; they also emphasised that research should be
‘‘timely’’, referring to the need to align evidence to users’
timescales. ‘‘Relevance’’ was also key, by which they meant
that researchers needed to ensure that the evidence they
produce really is relevant to ongoing policy debates, and
clarity was also seen as important, which to some meant that
researchers should temper their apparent obsession with bias,
ambiguity, and uncertainty in the evidence base. As outlined
above, information on the costs and distributional effects of
interventions was also seen as crucial, but absent.2 19

While clarity, relevance, timeliness, and so on are
important, they are not of course the only influences on
how, or whether evidence is used. For research findings to
have any impact at all, systems need to be in place to allow
relevant scientific information to be identified, synthesised,
and disseminated appropriately. In many (perhaps most)
countries these systems may not be well developed; the
absence of basic resources (including a lack of training,
funds, information centres, and web based and other sources

of information) certainly hamper the dissemination and
communication of research findings. This may be the case in
many developing countries, for example.22 Furthermore,
many of the criticisms made by these policy advisors may
not even be accepted by researchers; in particular they may
not agree that highlighting the biases and ambiguities in
research evidence is necessarily a problem. These issues were
pursued further with researchers themselves in subsequent
workshops, the results of which are reported in paper 2.8

There are many similarities between the issues raised by
participants about the reality of basing policy on evidence,
and those which have been raised by Davies et al and
Weiss.13 15 Some of the messages from this workshop are
also similar to those that emerged from workshops held by
Canadian researchers examining the impact of health
services research.23 However, while there is now good evi-
dence about how the impact of research may be increased
with respect to clinical interventions, there is still very little
information as to how this may be achieved in the case of
evidence on health inequalities, where the issues are in many
respects more complex. Moreover the type of evidence mainly
being sought by participants in this study—that is, evidence
on the means of addressing the social determinants of health
inequalities—is sparse, and is often less accessible than
clinical evidence. In short, less ambiguity and greater
timeliness in knowledge transfer may well be necessary,
but this may often be difficult to achieve given the timescales
needed to collect evidence on interventions to reduce
inequalities, and the practical and methodological difficulties
of carrying out the necessary economic and other evaluations.
In reflecting on the limitations of this study, we need to

consider whether bias was introduced in the selection of
participants and the conduct of the focused discussion. In
particular, all the selected policy advisers were known to one
or more of the researchers, and in some cases, authors had
previously received funding from the government depart-
ments to which the participants were attached. In addition,
the researchers facilitating the workshop were senior and
well known in this field and there was a potential danger that
they would themselves dominate the discussion and even
impose their views on the participants. The discussions
summarised in this paper were therefore collected in an
unusual environment, in which senior researchers and senior
policymakers were engaged in an extensive in depth
discussion, and it could be suggested that the issues raised
may have been different had the discussions been chaired by
‘‘neutral,’’ or more unknown researchers. From the outset,
we tried to guard against the discussion being unduly
influenced by the researchers, by adhering to a strict set of
rules of conduct for the facilitation of each session, explained
to participants at the beginning. Researchers were not
allowed to express any views or enter into the discussion,

What is known already

N There have been recent calls for public health policy-
making to be more ‘‘evidence based’’.

N There is growing recognition that the methods devel-
oped for the field of evidence based health care cannot
automatically be transferred across to the more
complex task of synthesising evidence for wider public
policy. New methods and approaches need to be
developed.

N Public health researchers have been criticised for
political naivety, for lacking understanding of how
policy is made, and for having unrealistic expectations.
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beyond asking agreed questions or raising points for clari-
fication. The transcripts provide evidence that these rules
were adhered to: the policy advisers did virtually all the
talking and there were no instances of researchers butting in
and giving their own opinions. In the event, the policy
advisers’ main concern was about confidentiality: they stated
firmly that if the proceedings were tape recorded, their
responses would be more guarded and less free ranging than
if manual recording and Chatham House rules were adopted.
On the issue of having ‘‘neutral’’ or more junior researchers,
we had to weigh up whether we would achieve the recruit-
ment of senior policy advisers, and their retention for the full
two days of the workshop, if the invitation came from
unknown investigators. From past experience, we judged
that we needed to be identified and involved with the
workshop to secure the participation of these senior people.
Moreover the fact that the discussions were chaired by
researchers who were experienced and knowledgeable in the
field of health inequalities ensured that the discussion stayed
focused and enabled issues to be debated in some depth.
It was notable that there was considerable agreement

among participants, and this was unexpected as the sample
had been purposively selected with the intention of obtaining
a range of viewpoints. For example, there was a striking con-
sensus among participants that much current research on
health inequalities was of little use to policy making, and
there was general consensus about the need for specific types
of research evidence to bridge the gaps. We also saw no clear
evidence of participants disagreeing strongly with each other,
which may be unusual. However, we feel that this may
simply reflect a wider movement toward consensus about the
types of public health research we need, a consensus fostered
by the common day to day experiences of these policy
advisers when faced with the current national policy agenda
on inequalities.
One other potential limitation of this study is that it reports

policymakers’ perceptions, as compared with their actions.
This raises the possibility that users of public health evidence
may express a need for (say) evidence of outcomes, as in this
study, but in reality they may not use this evidence. There
therefore remains the real possibility that when more
relevant evidence on health inequalities becomes available,
it may still remain unused—perhaps for political reasons, as
discussed above. Researchers involved in producing this

evidence should probably prepare for this eventuality; the
direct use of research evidence in policymaking still seems to
be the exception, rather than the rule.13 For this reason,
further work on the use of research in public health policy is
valuable, as it can identify opportunities to improve knowl-
edge transfer.24 It has also been suggested that documentary
analysis may be a particularly fruitful avenue for further
research.24–26

Despite the limitations outlined above, we believe that the
findings from this workshop derive legitimacy from being
rooted in the reality of a high level group of policymakers
who are committed to evidence based public health policy
and actively engaged in its development. Public health
researchers’ perspectives, (which are often different and
offer a detailed criticism of some of the policymakers’ views),
were elicited at a subsequent workshop, and are discussed in
an accompanying paper.8
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A supportive environment for regular physical activity

R
egular, physical activity is associated
with increased life expectancy and
reduced risk of coronary heart disease,

stroke, diabetes, hypertension, obesity, and
osteoporosis. Activities that can become part
of every day life, such as walking or cycling
to work or school, are more likely to be
sustained than activities that require atten-
dance at specific venues.1 However, suppor-
tive environments are likely to be important
for such activities.2 Brisbane in Australia’s
sunshine state (Queensland) has a suppor-
tive climate and over 500 km of dedicated
bike and walkways in the city. The large
numbers of people walking, running, or
cycling on these during peak commuter
times (all photos except the bike on the
ferry were taken between 7 30 am and 8 00
am on a Monday morning in April 2004)
suggests that they provide a supportive
environment for regular commuter physical
activity. Added incentives are the bike
friendly buses, trains, and ferries (see photo
of my bike on the City Cat), which carry
bikes free of charge.
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